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Perhaps Hartmann's operation should be done more often. It would then be seen whether the incidence of local recurrence increased. Those who were cured could have a colorectal anastomosis at a later date.
Grading has not been helpful in the cboice of operation for these patients. REFERENCE Dukes C E (1957) The development and perfection of more sophisticated methods for diagnosis and assessment of growths of colon and rectum open up exciting prospects for the future, and are to be encouraged, but there is a real danger that, with the advent of these methods, we may forget that we have reliable clinical methods of diagnosis, history, physical examination and routine investigations, which have stood the test of time. By the better use of these simple methods we could diagnose cancer at an earlier stage. Unfortunately, statistics show that over the past forty years there has been no significant change in the stage at which growths of the large bowel and rectum are being referred for treatment.
Why, in this day and age, should the diagnosis still be made at a late stage of the disease? A few growths are genuinely symptomless for a long time; some patients may delay seeking advice because of their fear of a colostomy; in the majority, however, the pathology has not been diagnosed earlier because of faults which can fairly be laid at the door of both general practitioner and hospital consultant.
From the history alone it is possible in a large proportion of cases to make a confident diagnosis of cancer. Unfortunately, a history taken hastily by the general practitioner brings to the outpatient clinic the less important conditions like the irritable colon, anal fissure and pruritis ani. The patients with a quieter but more sinister story are treated for too long as simple anemia or as cases of bleeding piles.
When all else fails, it is well worth while palpating the abdomen! The worst omission, however, is simple digital rectal examination and most growths of the rectum are within reach of the well-trained finger. A review of cases referred with rectal symptoms to a large district general hospital showed that less than 10% of these patients had had a rectal digital examination. Why is this essential examination so often omitted? The British attitude to the rectum may play some part. Unlike Europeans who receive so much of their medication via the anus, the British tend to regard these parts as faintly indecent. Students are seldom taught how to do a rectal examination and are even less often tested on their ability to do so. In the final FRCS examination at Queen Square, rectal examinations are taboo! In general practice there are two further factors, the lack of an undressing room for patients and of the ready availability of the necessary finger stall or glove. Hospital consultants are not free of blame and I could quote many instances of patients who have been treated and discharged from general medical or surgical wards without their rectal lesion having been diagnosed.
Endoscopy should be regarded as a simple extension of the routine physical examination. There is still confusion about the terminology of endoscopes which can be used. The proctoscope, as its Greek derivation implies, should be limited to examination of lesions of the anal canal. A rectoscope, at least 16 cm in length, is required to visualize the rectum. A narrow bore scope, 14 mm in diameter (about the same diameter as the average index finger) can be passed without discomfort and, with adequate proximal lighting, will provide all the information required at this preliminary outpatient examination. The commonly provided sigmoidoscope is too wide and its passage may cause unnecessary discomfort. However, the first essential is that a sigmoidoscope, in good working order, should be readily available in both outpatient departments and wards. Unfortunately this basic requirement is sadly lacking in the outpatient department of many large general hospitals and patients are still being placed on the waiting list for sigmoidoscopy as inpatients, often under general anasthesia.
The new flexible fibreoptic colonoscopes are a great advance but need skill and patience for their proper use for the further investigation of selected cases. They are not a substitute for the simple sigmoidoscope for lesions in the rectum and lower sigmoid colon.
The value of plain X-rays of the abdomen is not sufficiently appreciated and this examination is not used often enough. The barium enema, both conventional and air contrast, is a superb method of examining the colon, but work of high quality is rare throughout the country. 'The apparent filling defects are probablydue to faeces and there is no abnormality to be seen' is a report that one sees all too often. Radiology of this standard is a waste of everyone's time, often useless and sometimes dangerous because of false negative reports. Too many are ordered for patients who have no real indication and who have not had a sigmoidoscopy or even a rectal digital examination. As a result, waiting lists for barium enema examinations are long and the quality generally poor.
Unfortunately, until the medical profession generally makes better use of the simple basic methods of diagnosis, colorectal surgeons will continue to be faced with the problem of having to treat too many patients with advanced disease.
Dr Malcolm C Veidenheimer (Section ofColon and Rectal Surgery, Lahey Clinic Foundation, Boston, Massachusetts 02215, USA)
Cinical Differentiation Between Crohn's Disease ofthe Colon and Chronic Ulcerative Colitis
The distinctive pathological changes in chronic ulcerative colitis and Crohn's disease are responsible for the differing clinical pictures in these two disease entities. The pathology of ulcerative colitis is largely mucosal whereas the changes of Crohn's disease ofthe colon are mural. Thus the symptoms of ulcerative colitis are related to mucosal disruption whereas those of Crohn's disease are largely a consequence of the mural changes.
Because of the superficial nature of the inflammatory changes of ulcerative colitis, ample opportunity is afforded for regenerative and healing processes to occur. This regenerative capability of the mucosa of the bowel results in remissions from the acute exacerbative stages of the disease. Crohn's disease with its more deeply penetrating pathological change has more extensive and chronic bowel inflammation than that of ulcerative colitis. Thus the general clinical picture of ulcerative colitis is one of exacerbations of diarrhoea associated with bleeding and fever, with remissions to a near normal state. Crohn's disease, on the other hand, has a clinical course that is progressive and chronic, especially when it involves the large bowel. Although both of these inflammatory conditions have mucosal destruction, the extent of mucosal change in ulcerative colitis is much greater than that occurring with Crohn's disease, so that all patients with ulcerative colitis present with bleeding as a prime feature of their symptomatology. Although the patient with Crohn's disease may have extensive bleeding, it is not unusual for the patient with severe Crohn's disease to have total absence of this symptom. The absence of bleeding in the presence of inflammatory bowel disease is diagnostic of Crohn's disease of the colon. All patients with ulcerative colitis have abnormal proctoscopic findings. The patient with normal rectal mucosa who has extensive large bowel disease at higher levels must be diagnosed as having Crohn's disease rather than ulcerative colitis. This is an important point of differentiation between these two diseases.
All patients with chronic diarrhaea are prone to the development of perianal sepsis.However, the patient with Crohn's disease is particularly liable to the development of chronic and indolent perianal sepsis with abscesses, fissures, fistulas, and aedematous skin tags. The persistence of this type of change is not seen in chronic ulcerative colitis. Many patients with Crohn's disease will have demonstrable granulomatous changes within the perianal skin. Failure of healing after perianal procedures carried out in the presence of inflammatory bowel disease should lead the clinician to suspect Crohn's disease rather than chronic ulcerative colitis.
Traditionally, we have felt that extracolonic changes, such as erythema nodosum or pyoderma gangrenosum, colitic arthritis, arthralgias, Marie-Strimpell arthritis, sclerosing cholangitis, biliary cirrhosis, portal cirrhosis, uveitis, and conjunctivitis, are most commonly seen in ulcerative colitis. We have now come to recognize that all of these extracolonic manifestations of inflammatory bowel disease may occur in Crohn's disease as well as in ulcerative colitis and indeed probably occur with greater frequency in the patient who has Crohn's disease than in the patient with ulcerative colitis. Thus the development of extracolonic manifestations of colitis does not serve as a useful differentiation between these two types of colitis.
The radiological differentiation of the two conditions is well known. Barium studies demonstrate the confluent and contiguous nature of the inflammatory process in ulcerative colitis with involvement of the rectum, while in Crohn's disease the segmental and eccentric involvement is shown. The deep fissuring so diagnostic of Crohn's disease and the 'second lumen' seen in paracolic fistula are radiological signs never seen in association with chronic ulcerative colitis. Additional radiological features of differentiation are seen that are not directly related to colonic rontgenograms themselves. All patients having colectomy at the Lahey Clinic Foundation have routine preoperative intravenous pyelography. The nature of the disease process in Crohn's disease of the colon is such that the paracolic inflammatory reaction may result in distortion of
